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Article
When treating severe obesity, restriction and change of 
individuals’ eating practices are the targets, and espe-
cially when it comes to bariatric surgery. This aspect of 
controlling bodies is justified by a positive health out-
come. The increasing numbers of obese individuals chal-
lenge public health globally, because obesity is associated 
with disease, impaired quality of life, increased mortality, 
social prejudice, and stigma (Ogden, Yanovski, Carroll, 
& Flegal, 2007; Puhl & Heuer, 2009). Severe obesity is 
described as a chronic and serious condition, defined by a 
body mass index (BMI) ≥ 40, or ≥35 with comorbidities 
(World Health Organization, 2000).1
Bariatric surgery is currently the most effective treat-
ment, providing sustained weight loss and improvements 
in comorbidities for the majority of severely obese 
patients (Aasprang, Andersen, Våge, Kolotkin, & Natvig, 
2013; Colquitt, Picot, Loveman, & Clegg, 2009; Karlsson, 
Taft, Ryden, Sjöstrom, & Sullivan, 2007; Marceau et al., 
2007; O’Brien, MacDonald, Anderson, Brennan, & 
Brown, 2013; Pata et al., 2013). Therefore, bariatric sur-
gery is increasingly popular. In 2011, about 341,000 sur-
geries were performed worldwide (Buchwald & Oien, 
2013).
Bariatric surgery affects eating practices immediately 
and radically, because of the anatomical and physiologi-
cal changes to the digestive tract (Moshiri et al., 2013). 
Complications and late adverse effects often occur in 
response to eating, and are mostly expressed via the 
digestive tract, such as reflux, vomiting, diarrhea, dump-
ing syndrome, or nutritional deficiencies (Bult, van 
Dalen, & Muller, 2008).2 Bariatric surgery requires life-
long medical follow up to avoid serious nutritional defi-
ciencies and to manage comorbidities (Bult et al., 2008).
The bodily change after bariatric surgery is not entirely 
forced, meaning that the plasticity of the digestive tract 
eventually allows eating larger quantities and variations 
of food. Therefore, changing eating practices is consid-
ered critical for maintaining weight loss (Sarwer, Dilks, 
& West-Smith, 2011). Clinicians and researchers frame 
bariatric surgery as a “tool,” highlighting that surgically 
imposed change must be accompanied by patient-driven 
change; however, studies have shown that eating prac-
tices might not change as expected after bariatric surgery 
(Johnson et al., 2012; Kruseman, Leimgruber, Zumbach, 
& Golay, 2010). Johnson and colleagues found that 
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severely obese persons who had a similar diet prior to two 
different weight-loss interventions (surgery and lifestyle 
changes) seemed to eat significantly differently at 1-year 
follow up; bariatric surgery patients tended to eat more 
fatty foods and sweets and fewer vegetables than those 
who had attended a lifestyle program.
Groven, Råheim, Braithwaite, and Engelsrud (2013) 
found that the framing of bariatric surgery as a tool 
implied that a changed lifestyle after surgery was not a 
choice, but a moral obligation. Ogden, Clementi, and 
Aylwin (2006) described the outcome of bariatric surgery 
as a paradox of control, meaning that the surgical restric-
tion limits the patient’s choice, and thereby increases the 
sense of control over eating and feelings about food. 
Weight-loss processes after bariatric surgery have been 
described as either a battle for control, or handing over 
control from oneself to the surgical restriction (Ogden, 
Avenell, & Ellis, 2011). A variety of problematic and 
functional aspects of control as a central phenomenon 
have been thoroughly discussed in the literature on eating 
disorders.
The obesity guidelines of the National Institute for 
Health and Care Excellence (2006) highlight the impor-
tance of a comprehensive preoperative assessment, 
including a specialist assessment for eating disorder(s). 
In addition to dietetic and surgical monitoring, psycho-
logical support should be provided before and after bar-
iatric surgery. Patients report problematic and 
psychologically distressing eating practices after bariatric 
surgery, although most of them do not meet the formal 
diagnostic criteria for eating disorders (Marino et al., 
2012; Niego, Kofman, Weiss, & Geliebter, 2007; Sarwer 
et al., 2011). The eating practices that are reported as 
problematic are binge eating, stress-related and emo-
tional eating, excessively restricted eating, and so forth 
(Rusch & Andris, 2007).3
Reported rates of eating disorders among bariatric sur-
gery patients are variable because of different assessment 
methods and definitions of eating disorders (Niego et al., 
2007; Sarwer et al., 2011). The impact of binge eating on 
the outcome after bariatric surgery has been studied, but 
the reported findings are contradictory. In a prospective 
observational study, Wadden and colleagues (2011) found 
that preoperative binge eating did not impair weight loss 
or improvements in comorbidities at 1-year follow up, in 
line with past studies (Alger-Mayer, Rosati, Polimeni, & 
Malone, 2009; White, Masheb, Rothschild, Burke-
Martindale, & Grilo, 2006). Other studies have shown 
that binge eating or postoperative loss of control over eat-
ing are related to poorer outcomes after surgery (Hsu et 
al., 1998; Kalarchian et al., 2002; Sallet et al., 2007; 
White, Kalarchian, Masheb, Marcus, & Grilo, 2010).
After bariatric surgery, patients are advised to follow 
particular diets, restrict intake of fat and sugar, 
have long-lasting and frequent small meals, and chew 
extensively, all of which are quite similar to problematic 
restrictive eating in eating disorders (Conceição et al., 
2013; Marino et al., 2012). Some adverse but expected 
effects even seem similar to symptoms of eating disor-
ders; for instance, exceeding the capacity of the gastric 
pouch and vomiting. Because of this, it might be chal-
lenging for bariatric patients to change, understand, and 
describe their own eating practices. Summing up, research 
has shown that eating practices seem related to the out-
come of bariatric surgery, although the nature of this rela-
tionship is not fully understood.
Studies about long-term experiences (>5 years) after 
bariatric surgery from a first-person perspective are lack-
ing; therefore, the understanding of how surgery might 
intervene in patients’ lives over time remains incomplete. 
In this phenomenological study, we wanted to explore 
how patients experience weight loss and embodied 
change in the long term after bariatric surgery. In phe-
nomenology, the body is the foundation for existence, 
and is inseparable from the sociocultural world (Merleau-
Ponty, 1945/2012). The body is the basis from which we 
perceive, interact, and are situated. The body is not only a 
physical object, but also an incarnated subject that 
embodies experiences and habits from the life lived. In 
the present study, the term embodiment points to this phe-
nomenological understanding of the body as experiential, 
expressive, and relational.
In a previous article, we explored essential meanings 
of bariatric surgery patients’ lived experiences of weight 
loss and change for the long term (Natvik, Gjengedal, & 
Råheim, 2013). In the present article, we aim to explore 
meanings attached to eating after surgery. Our research 
questions were: How do patients experience eating and a 
change of eating practices in the long term after bariatric 
surgery? How do they describe the body in relation to 
eating?
Methodology
Phenomenology is a philosophical approach to human 
experience, a systematic approach to describing the inter-
nal meaning structures of experience (van Manen, 1997). 
The first-person perspective is essential, and human 
experience is perceived as active, intentional (targeted), 
and always situated in the immediate everyday life (life-
world). Lifeworld points to the specific and meaningful 
context in which we live: a prereflexive social world 
which we trust, and from which we cannot escape 
(Bengtsson, 2006). As such, lived experience is con-
nected to the lifeworld, in which phenomenological 
research always begins (van Manen).
Phenomenology also points to methodological strate-
gies to achieve and explore empirical data, aiming to 
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provide new insight and comprehensive understanding 
(Dahlberg, Nyström, & Dahlberg, 2008; Giorgi, 1985; 
Giorgi & Giorgi, 2003). In phenomenology, openness is 
essential to allow a phenomenon and its meaning to dis-
play in ways that might be unexpected (Dahlberg et al., 
2008). We understand openness to the research questions, 
the participants’ experiences, and oneself as a researcher 
as a phenomenological attitude. In this study, we aimed 
for a phenomenological attitude, and a scientific and sys-
tematic methodological approach (Dahlberg et al.; van 
Manen, 1997).
Participants and Recruitment
The participants were 7 men and 7 women, aged 28 to 53 
years, who had volunteered to take part in the study. At 
the time of the interview, 12 participants were married/
cohabitant, of whom 9 had children. Two lived alone 
without children, and 1 was single. Six were fully 
employed, 2 were partly employed/partly on disability 
leave, 4 were on disability leave, 1 was unemployed, and 
1 was a student. The participants’ weight loss ranged 
from 34 to 106 kilograms; median weight loss was 78 
kilograms; one participant’s weight loss was unknown. 
Five participants had maintained their weight loss (+/– 5 
kilograms); 8 had gained less than 15 kilograms, and 1 
had gained 25 kilograms. At the completion of the study 
most participants had a stable body weight, but 2 were 
gaining weight. Two had been weight cycling (20 to 30 
kilograms) for several years. All of the descriptive data 
were collected during the interviews.
The participants were recruited from one hospital in 
Norway, and to be included they had to have undergone 
duodenal switch (DS) 5 to 7 years earlier. DS is not a 
common procedure, and seems to be preferred in patients 
with a BMI > 50 because it produces large and sustained 
weight loss. However, it also increases the risk of severe 
malnutrition and lasting diarrhea (Blackburn et al., 2009; 
Marceau et al., 2007). We did not invite persons who had 
met the first author as a physiotherapist, or who suffered 
from severe psychiatric illness or disability to participate. 
The recruitment was a step-wise procedure, meaning that 
one experienced nurse invited a few eligible participants 
at a time, and informed them about the study.
The participants who volunteered received a letter of 
invitation and an informed consent form, which they 
could return to the first author, who scheduled and con-
ducted the interviews. If and when more interviews were 
needed, the first author contacted the nurse during the 
course of the process of analysis. The recruitment contin-
ued until the interviews yielded less new knowledge about 
the phenomenon under study. Accordingly, our sampling 
strategy was in line with well-established principles for 
designing qualitative studies (Polit & Beck, 2008).
Ethical Considerations
The study was approved by the Norwegian Committee of 
Ethics in Medicine and registered at the Norwegian 
Social Science Data Service. We informed the partici-
pants by letter and telephone about the aim of the study 
and what participation implied. We assured them that par-
ticipation was voluntary, and guaranteed their 
anonymity.
Interviews
In-depth interviews within a phenomenological approach 
were our method of data gathering (Dahlberg et al., 2008). 
To allow for the establishment of safety for participants, 
the first author emphasized finding a suitable location in 
accordance with their preferences. In the interviews, she 
sought rich and varied descriptions of eating practices 
after bariatric surgery. She tried to facilitate a supportive 
dialogue by asking open questions, allowing time and 
space to speak without interruption, listening actively, 
and further exploring the participants’ descriptions when 
appropriate. To balance openness and focus during the 
interviews, the preparations included a thematic inter-
view guide for support.
At the beginning of each interview, the first author 
repeated the main points from the letter of invitation and 
asked for demographic information and important infor-
mation related to the bariatric surgery, such as additional 
surgeries (complications, removal of redundant skin) and 
preoperative, postoperative, and current body weight. 
The questions were related to four broad themes: (a) 
health; (b) the body; (c) habits and practices; and (d) par-
ticipation and social relations. An example of an open 
question from our study is: “How do you experience sati-
ety, hunger, and eating? What was it like before?”
Openness implied being attentively present in the 
interview situation, allowing for engagement with the 
phenomenon in the moment of listening (Dahlberg et al., 
2008). This approach allowed the participants to elaborate 
on the themes that they found to be interesting and rele-
vant to their own experiences after surgery. These were 
not necessarily the themes they found easy to talk about; 
rather, they were themes that they found meaningful to 
explore in the interview situation, or about which they 
were curious. Seeking precise and detailed descriptions of 
lived experiences, the first author asked follow-up ques-
tions such as, “Can you describe a concrete occasion when 
you experienced . . . ?” The interviews lasted between 60 
and 100 minutes, and were recorded and transcribed ver-
batim by the interviewer. The interviewer noted her antici-
pations and thoughts before beginning the study, and short 
reflective notes after each interview, including observa-
tions and first impressions of the participant’s description. 
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Along with the transcriptions of the audiotapes, this 
yielded reflections and initial analysis.
Analysis
The aim of the analysis was to explore the participants’ 
experiences to make visible essential meanings attached 
to eating after surgery. To identify commonalities and 
differences in experiences and to show essential mean-
ings at a more structural level than the original descrip-
tions, our analysis was inspired by Giorgi and Giorgi’s 
(2003) phenomenological method and van Manen’s 
(1997) phenomenological writing. Phenomeno-logical 
analysis is a scientific approach to data that is solidly 
grounded in phenomenology yet different from a philo-
sophical analysis (Giorgi & Giorgi). Giorgi (1985) 
developed the phenomenological method for analyzing 
empirical data in research, to make it possible to 
describe the essential meaning structure of the phenom-
enon under study. As such, the phenomeno-logical 
description is expressed at a more structural level than 
the participants’ original descriptions of their 
experiences.
In phenomenological research, writing, reading, and 
rewriting are at the core of reflection and thought-fulness, 
and thus are part of the analytical process (van Manen, 
1997). All authors participated in parts of the analysis, 
although the first author was responsible for the whole 
process. We began the procedure by first reading all of 
the interviews and interviewer’s notes to get an impres-
sion of the whole. Three of the authors read the entire 
material, and one author read interviews chosen on the 
basis of variation by the first author.
The first author wrote short reflective notes on her 
impression of the text after reading each interview. 
Next, she reread each interview and determined the 
meaning units of the text, and grouped the excerpts into 
subcategories related to the content. Third, she employed 
free imaginative variation, meaning that she posed dif-
ferent questions to the excerpts, asking, “What is this 
about? In which context do these meanings emerge?” 
She rewrote the meaning units into condensed descrip-
tions in her own words. The meaning units were thus 
transformed, yet were kept close to the original descrip-
tions. As the fourth step, she explored the condensed 
descriptions across the participants’ complex experi-
ences by asking, “Which commonalities and differences 
stand out? What does eating mean for the participants 
after bariatric surgery?” All of the authors participated 
in these discussions and the writing of this article. The 
first author again went back and forth between the tran-
scripts and the condensed descriptions to challenge and 
validate the analysis. Two essential themes emerged 
from our analysis.
Findings
We present our findings under two essential themes 
which we hold to be sound and to describe eating prac-
tices after surgery, across participants and in depth. We 
coined the themes “inhabiting healthy eating: negotiating 
flexibility within a forced structure,” and “beyond healthy 
eating: at the mercy of the altering body.” The headings 
communicate the core meaning of each theme on the 
structural level of analysis. The themes are intertwined, 
meaning that both highlight essential aspects of eating. 
The difference between the two themes displays two dif-
ferent situations from which the participants negotiated 
eating and its attached meanings. The first shows how 
eating practices were negotiated while focusing on health, 
the second shows health as an inadequate framework to 
account for eating practices after surgery. The difference 
between the themes captures both the variation in life cir-
cumstances and the ways that eating was negotiated. We 
introduce each theme with a condensed description of the 
content, and then present the participants’ rich descrip-
tions in depth.
Inhabiting Healthy Eating: Negotiating 
Flexibility Within a Forced Structure
Bariatric surgery had an impact on the participants’ rela-
tionship to food and eating in the long term, implying 
forced and sudden changes and ongoing adjustment to the 
surgically altered digestive tract. The forced structure fol-
lowing surgery contributed to weight-loss maintenance 
and healthier eating. We found that the participants had 
gained an awareness of eating as an embodied practice; 
however, the opportunity to enjoy food and eating free of 
self-awareness seemed lost. They had realized that a 
more flexible approach to eating was an option, but were 
uncertain as to what extent this would be either a wise 
step forward or a threat to their long-term weight-loss 
process—a matter so vital to life after severe obesity.
Allowing as it does for only small amounts of food 
and for limiting nutritional uptake, bariatric surgery was 
described as a possible access to new eating practices. 
The participants perceived food and eating as means to 
nourish the body, satisfy hunger, and maintain weight 
loss. Accordingly, some of the participants’ descriptions 
were in line with the effects of bariatric surgery, as 
pointed out in the medical literature. Most participants 
still had to avoid rich or fatty meals to avoid vomiting, 
severe diarrhea, and heartburn more than 5 years after 
surgery. They had, however, responded differently to 
food and eating: Although some had no side effects 
related to eating and drinking, others had diarrhea after 
every meal. Some participants did not tolerate sugary 
foods/drinks, whereas others did not react to them at all.
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The participants who feared that having surgery would 
not be enough to keep the weight off in the long term 
described a certain preoccupation with food. Their preoc-
cupation had shifted from hunger, desire, and dieting to 
eating healthily. Eating healthily was now a means to 
control their body in two ways: first, they had to compen-
sate for malnutrition following surgery, and second, they 
had to avoid weight regain as a result of consuming 
unhealthy food or drink or eating too much.
Some had experienced bariatric surgery as a turning 
point in their relationship with food and eating practices. 
One woman described the shift from problematic to 
healthy eating as follows:
When he was working night shift I had great food orgies for 
myself. I baked a whole pizza and ate it. I tore apart the 
pizza box and hid it well in the garbage bin; removed all 
traces. And I felt so incredibly bad afterwards. For a period 
of my life, I struggled a little with bulimia; I vomited. But 
the last years before surgery, it was just overeating without 
vomiting. I struggled a lot with guilt feelings, and at the 
same time . . . I was never satisfied. . . . Before surgery, I 
struggled, thinking that I could never enjoy tasty food again 
or dine out, and that cooking would be no fun. But it has 
worked out just fine, because when my stomach is full, my 
eyes are satisfied as well. It is more . . . connected. For me, 
it has been a relief that my stomach and I are satisfied at the 
same time. . . . I never feel ravenous anymore, but I can 
sense when it is good for me to have a little to eat. . . . I 
nearly automatically make healthy choices, because I no 
longer crave the fat and the sweet and all of that. . . . It’s 
easier to stick to a healthy diet, because my desires are not 
as they used to be.
The ambiguous sensation of extreme hunger, craving 
food and eating beyond satiety, seemed to diminish. The 
participants were relieved to experience fullness and sat-
isfaction together, and to in some cases recover from 
problematic eating such as binge eating. The physiologi-
cal and emotional meanings of eating seemed to con-
verge. Accordingly, some participants described bariatric 
surgery not only as an option for or comparable to sus-
tained lifestyle change, but as an embodied reconnection. 
This means that the participants became sensitive to their 
own body and bodily expressions/impressions while 
eating.
Craving and eating unhealthy foods, snacks, and 
drinks were related to being isolated inside their own 
home and lacking a social life. Although some had hidden 
to eat in secrecy, others ate because of loneliness. One 
man still lived alone, but had expanded his social life, 
engaged in new activities on a daily basis, and had found 
a partner after weight loss. He said, “You know, when 
you spend most of the time alone, you struggle a bit, 
right? And then you have the crisps and the soda.”
A renewed relationship to food and eating included 
spending time differently and using the body in new 
ways, including during meals. New eating practices, such 
as eating small amounts of food and carefully selected 
food types, were described as a two way split: eating after 
bariatric surgery was both completely different from pre-
vious eating practices and quite unlike other people’s eat-
ing practices. One woman put it this way:
I experienced the loss of putting food into my mouth; 
however, peeling shrimps and eating them one by one was 
okay, really. You learn to eat smaller bits of food, and to put 
down the cutlery. . . . So it’s kind of an adjustment to use—
how shall I say this?—to use the hands differently, or do 
something else besides eating while sitting at the table.
The limited need, capacity, and tolerance for food left 
a sense of loss; quitting previous eating practices created 
a void in the participants’ everyday lives. This void was 
the time that was no longer filled by previous eating prac-
tices, and related meanings and activities. The gastric 
pouch was restricted and did not allow for enjoyment of a 
rich and tasty meal, although this was still desirable. The 
participants were ambivalent about the altered eating 
practices, which they described as both a loss and a gain. 
When the participants changed eating practices, eating 
was revealed as a deeply embodied habit; thus, the pres-
ence of their own body in eating emerged more strongly 
after bariatric surgery, which might have reinforced their 
preoccupation with food.
The participants had developed new eating habits 
through trial and error, because the advice from the hos-
pital was general and too superficial for their individual 
needs. Although they were determined to adhere to 
healthy eating practices, they had realized that a restricted 
life might not be a viable strategy in the long term. One 
man said it like this:
Rhythm is a must . . . to eat less and more frequently. . . . It’s 
not like before, when you come home from work feeling that 
you could eat an ox. Now you notice rumbling and noises 
when it’s empty. And I feel dizzy if I don’t eat. . . . I try to 
think about how I eat in general . . . I became intolerant to 
alcohol, so I don’t drink. I’m careful with what I eat, avoiding 
fat and sugar; if not, I’m taken by the runs [diarrhea]. . . . I 
take the weekends off, without worrying about the 
consequences. . . . I eat the things which I shouldn’t and 
become ill the next morning, but after a few hours I’m fine. 
I’ve chosen to live like this.
Structuring and monitoring of their own eating prac-
tices were ongoing processes. Aiming to avoid weight 
regains in the long term but also to experience a good 
quality of life, the participants tried to find a balance 
between enjoyment and nutritional needs, structure and 
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flexibility. Most of the participants said that weight loss 
might be a transient success, an insight that gave rise to 
unrest and uncertainty about the future. When the partici-
pants probed the depth of their own existence, eating 
turned out to be an embodied practice that constituted a 
deadly serious matter.
Beyond Healthy Eating: At the Mercy of the 
Altering Body
We found that eating practices after bariatric surgery 
were entwined with previous embodied experiences and 
the current life situation. Not all participants strove for 
healthy eating; enjoyment of eating meant more than 
mere nutritional considerations. Also, they associated 
achieving major weight loss with current satisfaction and 
optimism about the future. Coupled with hunger and the 
desire for food, current satisfaction and optimism seemed 
to lead to repeatedly exceeding the restricted gastric 
pouch. For some, this was a resistance to giving them-
selves and their own well-being up to the health experts, 
whereas for others it was followed by severe adverse 
effects or relapse to problematic or pathological eating. 
Eating remained a complex and challenging matter, 
meaning that some participants’ health and well-being 
were still at risk.
Successful weight loss and surgical restriction had 
served as a protection against weight regain. Nevertheless, 
the tolerance of larger meals and a wider variety of food 
types increased progressively with time. The thought of 
weight regain was frightening, and flexibility in eating 
was too risky and demanding for some participants. 
Holding on to a highly structured eating practice seemed 
like the only strategy for weight loss maintenance. One 
man, who felt safest when avoiding temptations alto-
gether, said,
I have to admit that I struggle . . . it still lingers. Chocolate is 
my enemy . . . I sometimes buy chocolate and I enjoy eating 
it. But I know the outcome [short laugh], so I try to stay 
away. . . . Because if I’m stupid enough to buy a two-
hundred-gram bar of chocolate, it’s gone by the end of the 
evening.
Having a chocolate meant taking a risk and was a threat 
to weight-loss maintenance, meaning that momentary 
loss of control implied a long and more personal history-
bound trajectory. As such, the possibility for a relaxed 
attitude to food and eating after bariatric surgery seemed 
questionable.
Some participants said that the taste of and desire for 
certain food meant far more to them than the nutritional 
utility perspective that they had met within the health care 
services. These participants strongly related eating 
to pleasure and a relaxed way of being, and were not so 
preoccupied with their own diet; they trusted the success-
ful weight loss to last. Nevertheless, they had accom-
plished changing their own eating habits in the long term, 
meaning that they ate considerably less and somewhat 
differently than before:
My problem was always sugar, sweets and unhealthy stuff. . . . 
I can eat those things now, and unfortunately I still eat too 
much of it. It must be something click-click in my brain, 
because I really love candy. Wine gums and such. . . . I think if 
I hadn’t consumed all that sugar, I might reach the sixty 
kilograms mark. . . . I haven’t been sixty kilograms since I was 
[pause] a child!
All of the participants had initially achieved a satisfy-
ing weight loss. We have shown how changing eating 
practices could involve both a loss and a reinforced focus 
on the body, food, and eating after bariatric surgery. This 
insight makes it possible to understand that not all partici-
pants aimed to change their eating practices; rather, they 
made the adjustments that the body called for. Whether 
successful weight loss after bariatric surgery inspires 
changing one’s eating practices—beyond avoiding side 
effects—remains unclear.
Some participants kept failing to calculate the amount 
of food they were able to eat. They described feeling hun-
gry, and did not express any distinction between hunger 
and a desire for food. Some continued to exceed the 
capacity of their limited gastric pouch, despite unpleasant 
bodily reactions. One woman was greatly satisfied with 
her weight loss and her body after the removal of excess 
skin; however, she had never focused particularly on her 
eating practices. She said,
I don’t fancy cooking. I never [with emphasis] used to do it. 
Now, I do it anyway. . . . I feel so hungry, and I continue to 
cook a lot of dinner, far too much for us. I think I’ll manage 
to eat it all. But then I don’t. Before, I managed to eat it all 
[laugh]. . . . It’s a bit boring to dine out, not being able to eat 
all of it. And afterwards I become sick, and run to the toilet 
during the night.
Hunger and food desire were expressed as indistin-
guishable, understood as an embodied quest for food. 
According to the participants, eating after bariatric sur-
gery did not satisfy their hunger, and when trying to sat-
isfy their hunger they became ill. Thus, surgery altered 
the experiential dimension of eating, pointing to an 
absence of the enjoyment and satisfaction they normally 
related to food and eating, and the presence of a 
restricted pouch and bodily reactions to eating. The par-
ticipant previously quoted had relied on her embodied 
responses to hunger, although she knew that this implied 
a risk, especially initially after surgery. She explained 
that the dietary regimen was impossible for her to 
follow:
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It was awful [with emphasis] just eating soup. Initially we 
were only allowed liquid food. I just couldn’t do it when I 
came home. I started directly on meatballs and potatoes, 
which I mashed. . . . I couldn’t take the soup. It actually went 
well . . . I Just had to chew it properly. Now, I just eat less 
than I used to. When I fancy chocolate, I eat chocolate.
Having surgery did not necessarily mean that the par-
ticipants adopted all aspects of the recommended obesity 
treatment. They expressed ambivalence; aiming for long-
term weight loss, they had surrendered to surgery, but still 
refused to give themselves up entirely to the health pro-
fessionals’ care. Some participants described a dual rela-
tionship with eating. They appreciated healthy eating, 
including enjoying tasty food, dining and drinking with 
friends; however, problematic eating practices returned. 
Because of the small gastric pouch, the participants had 
expected binge eating to be impossible after surgery.
One woman had concealed binge eating episodes after 
surgery. She had been weight cycling (+/– 20 kilograms) 
continuously for 3 years, and had met with her primary 
physician for guidance. He had admonished her to stop 
this behavior because of her successful weight loss. This 
woman strongly emphasized her success after surgery, 
expressed as a slender body after major weight loss and 
several surgical removals of excess skin. Although she 
stressed the benefits, the recurrence of binging episodes 
had rekindled her uncertainty. She expressed the diffi-
culty of having a problem neither she nor her doctor was 
able to understand, and described her problematic 
eating:
They [binging episodes] occur [sighing], not regularly, just 
all of a sudden some days. Those days I’m very focused on 
food [pause], and I eat so much . . . and I don’t feel any pain 
in my stomach. It’s just like my body tolerates it. . . . I keep 
going to the kitchen, cooking for myself. I can’t [with 
emphasis] make myself stop. On those days it feels like I 
could walk over dead bodies to get food [takes a deep 
breath]. It’s like I’m steered in a straight line, that food is 
what I need. My reasoning tells me to say no, but I just can’t 
stop. I have this inner dialogue with myself, but I never win 
it. The food wins those days. And I can’t figure out what 
makes it happen. I can have a very good day, and when I’ve 
just finished off everything I have to do, and [takes a deep 
breath] we sit down for a rest, to watch TV, and all of a 
sudden, the craving for food starts.
The coexistence of enjoyment, satisfaction, and being 
at the mercy of one’s body and desires shows the ambiva-
lence that permeated the descriptions of eating practices 
after surgery. Some participants struggled to make daily 
life work, and described the impossibility of finding the 
time, energy, and resources for self-care. They expressed 
guilt because they had not been able to grasp the opportu-
nities that surgery and the lighter body had entailed. They 
described the failure to meet the expectations of change 
as a disappointment to themselves, the people around 
them, and their health care professionals. The participants 
expressed that feelings of disappointment and guilt chal-
lenged healthy eating practices.
Some participants had started to regain weight and 
wished for a revision surgery; one was a woman who 
described the desired weight loss as a painful embodied 
experience. The slimmer body unexpectedly inhabited 
uneasiness and distress, which grew stronger over the 
years. At her lowest weight she had experienced her body 
as being too weak and fragile, and eventually she relapsed 
into previous patterns of compulsive eating. She described 
how her experiences with violation of her body during 
childhood had progressively resurfaced with her weight 
loss:
When you remove half of your gastric pouch, you start a 
huge process in your body. In fact, you have your childhood 
in replay. I actually did. I’ve had a childhood which involved 
being molested, sexually molested. . . . I thought it was so 
hard the year I lost weight. I could barely visit them [family]. 
Because he [molester] followed me with his eyes, and said, 
“Yes, I’m proud of you, now you’ve turned stunning again.” 
It was awful [with emphasis]. . . . We were, and we are no 
healthy family [laugh]. . . . It didn’t work out. You could 
count my ribs both at the back and front of my chest. I felt 
that I couldn’t be that weak. Because I’ve been molested, I 
need to feel that I have the power to defend myself, even if 
I’m no longer in a situation where I have to defend myself 
with my fists.
The participants’ possibilities and limitations were 
tightly interwoven with their life circumstances. As such, 
eating practices after surgery did not emerge in a vacuum, 
but were intertwined with the participants’ history and 
life situation. Eating practices were embodied and lived 
within their lifeworld. Some participants expressed 
fatigue and powerlessness as a consequence of surgery, 
along with severe complications. They wanted to avoid 
additional surgical interventions, and wondered whether 
they might have been better off without bariatric surgery. 
One man had lived with severe, long-term complications. 
Six years after surgery, he described his life as being on 
the border of what he could cope with:
I get those stressful [pause]. I panic sometimes, and have to 
sit down and think it over [takes a deep breath], if this life 
[pause], if it’s worth it. But what else can you do? You have 
those days when you sit down and really consider if you can 
be bothered anymore. . . . But then I think about what my son 
needs, and I try to sort it out. I want to improve my economy, 
and be on track with it for later. Then you might be able to do 
something for yourself as well. And then there is the question 
whether you will be alive long enough to benefit from it 
[laughing].
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Some participants were constantly living in deeply 
embodied and existential tension, involving illness, pain, 
emotional distress, and insecurity about the future. These 
participants downplayed their eating practices; however, 
because they had an intense desire to avoid weight regain, 
food and eating did have existential meaning for them. 
The impact of bariatric surgery and changed eating prac-
tices involved existential questions for the participants, 
some of which remained unresolved.
Discussion
Bariatric surgery affected the participants’ eating prac-
tices in the long term. The changes were forced by physi-
ological restriction, meaning that surgery bolstered 
satiety because the participants gained a new sense of 
fullness. However, our findings show a variation in how 
they related to this, and reveal satiety as neither a sole 
physiological/anatomical aspect nor the only meaningful 
dimension of eating after surgery. The lived body is the 
subject of experience and perception, and active because 
it moves and develops meaningfully with the environ-
ment (Merleau-Ponty, 1945/2012). In the words of phi-
losopher Havi Carel (2008), “Human being is by 
definition embodied and enworlded, so trying to provide 
an account of a human being that lacks these elements 
will result in a deficient account” (p. 13). Thus, the per-
spective of the lived body is useful and might even be 
necessary to understand the complexity of and meanings 
attached to experiences with embodied change after bar-
iatric surgery.
Eating is essential for being, and means nourishing 
oneself and relating to the world of objects and others; as 
such, eating is a bodily and social experience. We con-
sume what we consider food according to our personal 
preferences, culture, and ethics. In digestion, the food 
becomes part of the body, it is used or stored and the 
remains are returned to the world in a transformed state 
(Leder, 1990). Eating is related to how we experience 
what we see, smell, chew, and swallow; it might be a sen-
sual or a nearly mindless experience (Vandamme & Van 
de Vathorst, 2010). Being mindless about eating was no 
longer an option for the participants. Nor was eating 
described as a deep and sensual experience, as it had pre-
viously been for some. Bariatric surgery was more like 
being sentenced to inescapable awareness of their habits, 
sensations, emotions, and thoughts. Eating was framed as 
a means to access nutrition and maintain weight loss, 
with emphasis on restriction. Other meanings seemed 
abandoned, suppressed, or were nonissues.
Nevertheless, the participants expressed a renewed 
embodied awareness related to the imposed physiological 
change process they underwent. Eating implied inhabit-
ing a new eating practice. This involved perceptual, 
bodily, and emotional experiences and thus reflections 
regarding past and present eating practices. We found that 
this comprehensive process was characterized by recon-
necting to the body; that is, inhabiting new practices 
meant re-embodying them. The new eating practice could 
not be similar to other people’s eating; a history of severe 
obesity and bariatric surgery required a completely new 
and personal way of eating. Because the participants had 
a variety of backgrounds and experiences, and bariatric 
surgery had different consequences for each person, they 
were left to untangle and work out how to eat in everyday 
life mostly on their own.
Some participants described eating as being deeply 
problematic. Because they had initially achieved success-
ful weight loss, the return of these problems was described 
as confusing and difficult to relate to. One example is the 
description of an episode of binge eating as a negotiation 
between rational choice and giving in to the urge for food, 
while bodily, sensual, or emotional expressions were 
absent. Practicing healthy eating while among others and 
binge eating in private reveals a split in the intimate and 
seamless relation between the body and the world; that is, 
between the eating person and the world of social and 
cultural eating practices (Merleau-Ponty, 1945/2012; 
Vandamme & Van de Vathorst, 2010). Not all participants 
managed to change eating habits, despite their efforts and 
wishes. They wanted to stay healthy, but described the 
cravings, desires for food, and previous eating disorders 
as powerful forces that they could not resist in the long 
term.
Our findings are in line with what Bocchieri, Meana, 
and Fisher (2002) described: comprehensive life changes 
after bariatric surgery are a huge challenge. They point to 
the increased tension in most areas of the patients’ lives, 
and suggest that how patients manage to negotiate ten-
sions might affect the long-term weight loss and psycho-
social adjustment. Accordingly, eating after surgery is a 
complex phenomenon with intense and existential mean-
ings attached. Changed eating was described as a gain: a 
way of safeguarding the outcome of bariatric surgery and 
thus longevity. However, this presupposed forsaking pre-
vious eating practices or personal reasons to eat. This 
trade-off was negotiated differently by different 
participants.
Living a good life often implies eating well, and health 
is not the only consideration in choosing how, what, and 
how much to eat (Vandamme & Van de Vathorst, 2010). 
Enjoyment in eating was meaningful to the participants, 
yet risky because of the undefined boundary between 
healthy adaptations and sabotaging the process of weight-
loss maintenance. In line with previous research, we 
found that eating healthily was embedded within a nor-
mative field; it was not just considered appropriate, but 
was also a moral obligation.
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In our study, eating healthily was expressed as a kind 
of a return for what the participants had received, a justi-
fication of severe obesity as being worthy of treatment. 
This reflects emotions of shame and guilt attached to the 
severely obese body, which seemed associated with eat-
ing regardless of current body weight. Thus, taking plea-
sure in eating involved a sustained and quivering 
uncertainty. This uncertainty reflects the knowledge that 
in cultures in which high-density food is easily and 
cheaply accessible, those who make no effort to limit 
food intake and those who struggle to control their eating 
practices after bariatric surgery might risk weight gain 
(Sarwer et al., 2011). However, some participants did not 
express any relation to normative dimensions of eating. 
They did not emphasize forsaking personal values and 
meanings attached to eating; rather, they prioritized good 
taste and pleasure. Nevertheless, because they were 
strongly aware of the risk of weight gain or bothersome 
side effects, enjoyment in eating involved ambivalence. 
Regardless of success in changing eating practices, there 
was a loss of meaning attached to eating. This loss points 
to the ambiguity of the body, the double experience of 
being and having a body (Merleau-Ponty, 1945/2012).
In consideration of their health and in gratitude for 
receiving bariatric surgery, the participants had tried to 
downplay personal meanings attached to eating; how-
ever, because they were lived bodies, this sustained 
neglect of meanings attached to eating emerged as a 
major challenge: a struggle that both gave and demanded 
resistance. Some participants expressed exhaustion and 
fatigue related to hard life circumstances, psychosocial 
challenges, or severe illness, and for them changing eat-
ing practices was too demanding in the long run.
Methodological Considerations
There are some limitations to this study. Research was 
undertaken in Norway with Norwegian women and men; 
therefore, the cultural setting, including relevant differ-
ences in health care services, should be considered with 
regard to transferability of findings. However, we have 
shown some parallel findings to ours in previous studies, 
which indicate that the essential meanings highlighted 
might have relevance across cultural differences. Because 
we interviewed participants >5 years after surgery, the 
experiences we investigated were certainly influenced by 
the passage of time, as well as the present life situation. In 
a longitudinal design, we might have grasped other inter-
esting aspects of the phenomenon; however, we were 
interested in long-term experiences because maintaining 
weight loss and a change of habits and practices is a 
challenge.
We consider our findings strong, because we had a 
varied sample and rich data, which we were able to ana-
lyze and describe at the level of the phenomenon. These 
aspects add strength to validity according to well-estab-
lished criteria for validity in qualitative studies 
(Whittemore, Lewington, & Sherliker, 2009). The open 
interviews gave access to an exploration of meaningful 
experiences in a mutual dialogue, and thus the interviews 
served as a shared space for reflection and generation of 
knowledge.
Clinical Implications
This study shows the need for approaching eating after 
bariatric surgery within a broader framework than is the 
current practice. The major clinical implication of this 
study is the need to include exploration of the patients’ 
meanings attached to eating, and to acknowledge related 
sociocultural meanings, which seem necessary to support 
and reinforce change. This might also involve relational 
aspects, because the body is relational and eating is a part 
of social life. Based on our data and analysis, the focus on 
problematic eating practices needs to be more specific 
and systematic in preoperative assessment and during 
follow-up, and thus in line with the way monitoring of 
nutritional status and body weight is handled. Eating is 
embedded in a normative field, and knowledge about eat-
ing practices after bariatric surgery is scarce. Thus, there 
is a fine line between support and moralization. An open 
approach would contribute to an atmosphere for discuss-
ing eating, emotions, and the body.
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Notes
1. BMI expresses individual body weight (in kilograms) 
divided by the square of height (in meters) in adults. 
The World Health Organization (2000) classified weight 
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according to the following BMI categories: BMI >18.5-24. 
9 is the healthy range; 25-29.9 is overweight; and BMI > 
30 is obesity, whereas BMI > 35 with obesity-related dis-
eases and BMI > 40 is severe obesity, also called morbid 
obesity.
2. Dumping syndrome is a common adverse effect that 
mainly occurs after the most-performed bariatric proce-
dure worldwide: gastric bypass. The symptoms include 
rapid heart rate, nausea, tremor, a feeling of faintness, and 
diarrhea (Colquitt et al., 2009).
3. Binge eating disorder is defined as recurrent episodes 
of eating a “definitely larger” amount of food in a short 
period of time than most people would eat under simi-
lar circumstances, and has recently become a diagnostic 
label, according to the Diagnostic and Statistical Manual 
of Mental Disorders, 5th edition (American Psychiatric 
Association, 2013).
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